We report a case of spontaneous bilateral intracranial vertebral artery dissecting aneurysms with subarachnoid hemorrhage. One dissecting lesion was treated with a coronary balloon-mounted stent (BMS) technique; however, due to differences in access route tortuosity, the other lesion was treated with a self-expandable stent (SES) technique. After 2 months, the angiographic outcome showed complete healing of the dissected segment on the side that was treated with BMS; in contrast, the dissection lesion appeared to be re-growing on the side that was treated with SES. Complete treatment of the aggravated lesion was achieved by additional deployment of BMSs. Therefore, we have provided a discussion of the possible reasons for this difference in outcome according to the stent type.
INTRODUCTION
Intracranial vertebral artery dissecting aneurysms (VADAs) presenting with subarachnoid hemorrhage (SAH) are rare, however, their risks for morbidity, mortality, and rebleeding are high. 10)15)18) The goal of treatment for ruptured VADAs is to isolate the dissecting aneurysm from the cerebral circulation in order to prevent rebleeding. 21) The rebleeding rate following SAH is high; therefore, ruptured VADAs should be treated at an early stage. The treatment options are divided into surgical and endovascular approaches. Surgical treatment options include ligation of the proximal VA and direct clipping or trapping of the aneurysm. These surgical procedures are associated with high risk of morbidity and mortality. 19) Additional bypass surgery is sometimes required in order to ensure collateral circulation.
Among the numerous acceptable treatment options, several authors have reported that stent reconstruction has recently been recognized as an effective treatment for VADAs. 12)17) 22) In particular, in cases of bilateral VADS, overlapping multiple stent is one of the suggested treatment options.
Here, we report on a case of bilateral intracranial
VADAs. Due to differing tortuosity of the access roots, multiple overlapping stents were performed with balloon-mounted coronary stents (BMSs) on one side, and self-expanding nitinol stents (SESs) on the other. Assessment of angiographic outcomes after 2 months revealed differences in follow-up results depending on stent type. 
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CASE REPORT
A 55-year-old female with stupor was admitted to our hospital. A computed tomography (CT) scan with CT angiography revealed thick SAH with associated hydrocephalus and fusiform dilation of bilateral V4
VAs (Fig. 1) . The patient underwent cerebral angiography, which revealed the presence of a bilateral V4 segment dissecting aneurysm, and a double origin posterior inferior cerebellar artery (PICA) was observed on the left side ( Fig. 2A, B) . Each vertebral artery was similar in size. Because the hematoma showed even distribution on CT, the ruptured side could not be specified. We planned on simultaneous treatment of the bilateral lesions using the overlapping stent-alone technique.
The procedure was performed under local anesthesia using standard neuro-endovascular techniques.
Due to the risk of rebleeding, intravenous injection of Final images confirmed the placement of the stents across the entire length of the aneurysms (Fig. 2C) .
The patient received 100 mg of oral acetyl salicylic acid daily after the initial treatment. A follow-up right VA angiography 2 months after the initial treatment showed minimal contrast filling into the pseudo lumen through the stent and showed near-complete healing of the lesion (Fig. 2D) . In contrast, a left VA angiogram showed an increase in size of the dissecting aneurysm (Fig. 2E) . The angiographic result led us to believe that the lesion on the left side was ruptured and that the SESs used on this lesion were not sufficient to induce pseudo-luminal thrombosis.
Retreatment was performed via a transbrachial approach in order to overcome VA tortuosity. The transradial or transbrachial approach, which is the preferred approach, offers a more direct route to the ipsilateral vertebral artery in cases where the vertebral artery has a more acute angle or tortuosity. and diameters of 3.5 mm were deployed using an overlapping technique (Fig. 3) . Evaluation of CT angiography with maximum intensity projection on the first day after retreatment showed a marked reduction in the size of the pseudolumen. A follow-up left VA angiogram 5 months after retreatment showed complete healing of the aneurysm without in-stent stenosis ( Fig. 4A-C) . The patient recovered without any neurological deficits.
DISCUSSION
The goal of treatment for ruptured VADAs is to isolate the dissecting aneurysm from the cerebral circulation in order to prevent rebleeding. Treatment of VADAs with stent-assisted coil embolization or stent-alone is increasing. 
CONCLUSION
Acute spontaneous bilateral vertebral artery dissecting aneurysms were treated successfully using a multiple stent technique; however, different angiographic results were obtained for each side. We believe that this was due to the differences between stent profiles used on each side. We cannot conclude from this single case that multiple BMS is superior to multiple SES in treatment of a ruptured VA dissecting aneurysm.
However, in treatment of an unstable and expanding lesion after employment of a multiple stent technique with SES, we recommend BMS because it has less porosity and strong vessel attachment characteristics.
In the future, we believe that technological developments and improvements of these materials will provide even better and safer treatment options for management of VADA. 
